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Morbid Obesity & Bariatric Surgery

CANDIDATE PACK

Candidate task

You have been asked to advise a commissioning manager in your organisation on the key features of a service specification for bariatric surgery (surgery for morbidly obese patients).  
You have eight minutes to prepare for the station.  You are not required to prepare any visual aids.  You will then spend eight minutes discussing the matter with the manager.  You may use paper notes to aid your verbal briefing.  

Outline of situation

Bariatric surgery (BS) is associated with a sustained significant weight loss both in the short (one to two years) and longer term (10 years).  Bariatric surgery is also associated with the resolution and improvement of type 2 diabetes, obstructive sleep apnoea, hypertension and hyperlipidaemia.  
In the USA there has been a dramatic rise in the numbers of bariatric operations due to increased availability of laparoscopic techniques and also public enthusiasm based on press reports of celebrity successes.  American research has shown that increased numbers of cases operated on per hospital has a significant association with better post-operative outcomes. However concerns have been raised that the  patient case-mix is becoming more high risk with older, more co-morbid patients.
The local private hospital has shown an interest in providing bariatric surgery paid for by the NHS.  A national service specification outlines what commissioners should consider when funding the delivery of such a service. 

Candidate guidance

Brief the relevant NHS senior manager on the evidence and how to monitor a new service.
At the station

You will be greeted by a marker examiner who will take your candidate number and name, and then hand over to the commissioning manager.
Candidate Briefing Pack

1
Extracts from national guidance on surgical interventions for morbid obesity
Bariatric surgery is recommended as an option for adults and children with obesity if all of the following criteria are fulfilled:

· BMI of 40kg/m2 or more OR between 35-40kg/m2 with other significant disease that could be improved if they lost weight (for example, type 2 diabetes or hypertension) 

· all appropriate non-surgical measures have been tried but have failed to achieve or maintain clinically beneficial weight loss for at least six months;

· the person has been receiving or will receive intensive management in a specialist obesity service;

· the person is fit for anaesthesia and surgery;

· the person commits to the need for long-term follow-up.

Bariatric surgery is also recommended as a first-line option for adults with a BMI of >50kg/m2 in whom surgical intervention is considered appropriate.

The choice of surgical intervention should be made jointly by the person and the clinician and take into account:
· the degree of obesity;

· co-morbidities;

· the best available evidence on effectiveness and long-term effects;

· the facilities and equipment available;

· the experience of the surgeon who would perform the operation.

Surgery for obesity should be undertaken only by a multidisciplinary team that can provide:

· preoperative assessment, including a risk-benefit analysis on preventing complications of obesity and specialist assessment for eating disorder(s);
· information on the different procedures, including potential weight loss and associated risks;
· regular postoperative assessment, including specialist dietetic and surgical follow-up;

· management of co-morbidities;

· psychological support before and after surgery;

· information on or access to plastic surgery (such as apronectomy) where appropriate;

· access to suitable daily living support equipment, including commodes, hoists, bed frames, pressure-relieving mattresses and staff trained to use them.
The surgeon in the multidisciplinary team should:

· have undertaken a relevant supervised training programme;

· have specialist experience in bariatric surgery;

· be willing to submit data for a national clinical audit scheme.

Regular specialist postoperative dietetic monitoring should be provided and include:

· information on the appropriate diet for the bariatric procedure;

· monitoring of the person’s micronutrient status;

· appropriate information on patient support groups, nutritional supplementation, support and guidance to achieve long-term weight loss and weight maintenance.

Prospective audit should be in place so that the outcomes and complications of different procedures, the impact on quality of life and nutritional status and the effect on co-morbidities can be monitored in the short and long term.

2
Summary of a local Public Health briefing

Bariatric Surgery: Ensuring Clinical Efficacy and Safety and Protecting Patients.
Bariatric surgery has been associated with an average weight loss of 23.4% at one to two years post surgery, plateauing at 16% at 10 years.  The extent of weight loss is procedure-related and is much higher with gastric bypass (preferably laparoscopic) reaching 30 to 40% both in the short and longer term.  These results compare favourably with a weight gain of 0.1% (one to two years) and 1.6% (10 to 15 years) associated with conventional treatment.  
Bariatric surgery has a significant positive impact on rates of diabetes, hypertension, hyperlipidaemia and obstructive sleep apnoea in the majority of morbidly obese individuals.  
Two recent large cohort studies with long-term follow up have found that bariatric surgery is associated with significantly reduced all-cause mortality and also cause specific deaths (myocardial infarction, cancer, diabetes) by 27% to 40%.  The numbers of deaths prevented were 171 per 10,000 operations but a simultaneous increase in deaths from suicide, poisoning or accident was also observed, leading to a net reduction of deaths of 136 deaths per 10,000 operations.

In America, the volume of bariatric surgical procedures performed nationally has increased tenfold over the past ten years.  Significant differences in results between high volume (>100 cases annually) and low volume hospitals (<50 cases annually) were found in a three year study of American hospitals undertaking non-laparoscopic gastric bypass surgery. High volume centres had:

· a halving of 30 day readmission rates, 
· 4% reduction in overall complication rates 
· reduced lengths of stay.  
Mortality rates were three to five-fold higher for high risk patients when operated on by low volume surgeons.  In contrast, mortality rates for high volume surgeons remained consistently low whether they operated on younger or older patients.
Morbid Obesity & Bariatric Surgery

MAIN MARKER

EXAMINER PACK

Examiner situation

You will greet the candidate and record their candidate number and name and then hand over to the role-player by saying:
“This is the senior commissioning manager.  They will now start the station”. 

Examiner Answer guidance

The scenario tests the candidate’s ability to:

· extract basic key points that determine safety, efficacy and quality of a service
· discuss competing needs for NHS funding

· explain how to monitor a new service
Examiner briefing pack (these will be inserted by the Faculty office)

Candidate pack, Role-player briefing pack. 

Marking Guide for Examiners 

1. Has the candidate appropriately demonstrated presenting skills in a typical public health setting (presenting to a person or audience)?
	Avoids jargon.  Is clear.  Appropriate language for the audience.  Maintains eye contact.  Appropriate manner for the situation.  Shows empathy.


2. Has the candidate appropriately demonstrated listening skills in a typical public health setting (listening and responding appropriately)?
	Ensures role-player questions are answered appropriately.  Answers totality of the question.  Manner of response appropriate to actor scenario. Does not merely deliver a summary in answer to the first question which is very specific about outcomes. 


3. Has the candidate demonstrated ascertainment of key public health facts from the material provided and used it appropriately?
	An adequate candidate:

· Covers the following:

· surgery associated with significant and sustained weight loss and mortality reduction in short term (1-2 years) but issues with longer term (plateauing at 10 years and no data beyond).
· In majority, it reverses/eliminates/reduces rates of diabetes, hypertension, hyperlipidaemia, obstructive sleep apnoea.
· factors associated with safe services: large volume of operations (surgeon-based and organisation-based); patient selection procedures, pre-op discussion of benefits and risks, skilled multidisciplinary team, patient commitment to long term follow up , audit
· Links the data to relevant aspects of the service specification
A good candidate notes:
· the volume data are for non-laparoscopic procedures whereas most procedures are now laparoscopic
· conventional treatments show little evidence of long-term benefit. 
· the lack of data on current service provision 

A poor candidate :

· fails to link the data to the service specification clearly

· fails to note issues with long term data


4.
Has the candidate given a balanced view and/or explained appropriately key public health concepts in a public health setting?
	An adequate candidate: 
· comments on the need to:

· base service on adequate population size.  
· put the service in the context of wider obesity management pathway,  support for post-operative complications e.g. critical care facilities 
· notes the lack of data on local prevalence and agrees to find more data

· agrees to review the service against the service specification and a limited range of alternate data sources

A good candidate:

· agrees to do an evidence review to find out more comparative data on prevalence, risk groups etc

· agrees to find data on current service use by local population

· offers to review a wide range of data sources to assess the service against including PROMs, Serious incidents, referral routes etc 
· notes that interventions have changed over time so historic data to be interpreted with caution

A poor candidate:

· does not offer to look for local data
· states the need to review the service against the service specification alone as the form of monitoring needed


5. Has the candidate demonstrated sensitivity in handling uncertainty, the unexpected, conflict and/or responding to challenging questions?
	An adequate candidate: 
· gives a balanced view on distribution of resources between treatment and prevention. 

· is non-judgmental about conditions caused by patient 

· corrects the scripted misinterpretation of the data on deaths by the role-player
A good candidate:
· explains that treatment is based on need not causation

· gives comparisons for treating conditions “caused” by the patient e.g. lung cancer and smoking, car accidents and driving etc
A poor candidate:
· agrees that resources should be spent on prevention and not on bariatric surgery
· agrees with the data misinterpretation 
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ROLE-PLAYER BRIEFING PACK

Station background

As candidate briefing.
Role-player Brief

You are a commissioning manager working for a commissioning organisation responsible for 1.5 million people. You have been asked to respond to an offer from a local private hospital to provide bariatric surgery. There is no local provider and patients currently access the service from a range of providers. You have been provided with some data and an outline specification but are unsure what it all means. 
Start the station by saying:
“Thanks for coming to see me to discuss this proposition. Can you explain the requirements for a bariatric surgical unit and the improved patient outcomes we should expect?”
[Adequate experience, large volume of cases per surgeon and the organisation as a whole, clear patient selection criteria based on BMI and other factors, pre/post-operative support facilities. Part of a wider obesity management programme. Outcomes: significant sustained weight loss, improvement in co-morbidities (diabetes, hypertension, hyperlipidaemia, obstructive sleep apnoea).]
Then ask:

“Is it really that effective?  It seems we would be saving 171 deaths for every 10,000 operations but causing 136 deaths for every 10,000 from these other causes?”

[Interpretation is wrong: 136/10,000 is the net reduction in deaths when increases from suicide etc have been taken into account.]

Then ask:

“We don’t have any local services for this which is why we are considering the offer from the local private hospital. How many patients will we have in our patch that need the surgery and what sort of patient selection processes will we require?”

[No data on prevalence so local data collection exercise needed.  Need to review where people are currently going. Will also need evidence review to collate figures from other locations ideally UK since obesity rates vary.  Patient selection criteria in briefing pack] 
Then ask:

“How can we justify spending money for a service to treat something people have brought on themselves? Shouldn’t we put our money into weight reduction programmes to stop people needing the operation? Isn’t that what the Long Term Plan is about?”
[Need to provide both treatment and prevention services. Should acknowledge tension between the two. Financial balance between two is difficult. Aspect of judgment. Likely long term benefit for NHS in prevention of other conditions linked to morbid obesity though long term data missing. NHS provides care based on need rather than origin of condition. (comparison with smoking and lung cancer, care accidents and driving etc). Service needs to link to wider obesity programme and prevention agenda].

Finish with
“So if we agree to go ahead with this, how are we going to know that the service is doing a good job?” 
[Monitor against the service specification. Review demographics of patients in context of local obesity rates, age, sex etc. Assess utility of other previous providers – should go down. Check length of stay, post-op complications, readmissions Review serious incidents, mortality data. Develop Patient Recorded Outcome Measures. Review data being contributed to national registers.]. 

Any ‘no go’ areas

Detail of the surgery itself.
Level of conflict

Low
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